Scalp Infection Simulating Mastoiditis.
much confidence in the interpretation of the X-ray picture in such cases without clinical confirmation. In this instance the X-ray findings were clear, and yet the cloudiness was due to a swelling over the mastoid. ' The best evidence that it was not a mastoid condition was that it cleared up in a short time after the patient's scalp was attended to. The glands subsided, and she has had no further trouble.
A. Case of Acute Mastoiditis With Glycosuria. Mastoidectomy Under Novacain, Followed by Hyperpyrexia, the Latter Falling Synchronously With the Disappearance of the Glycosuria.
DR. LESTER MEAD HUBBY: S. M., male, aged thirty-six years. Had variola in infancy; otherwise no serious illness. No history of previous ear disease.
Nine days prior to admission had an attack of influenza. Six days later otalgia began. Within twelve hours otorrhea set in. Two and a half days later patient came to Dr. Phillips' clinic at the Manhattan Eye, Ear and Throat Hospital.
There was a profuse otorrhea, some narrowing of the ext ernal auditory canal near the annulus, marked tenderness over the lower half of the mastoid process, considerable pain near the mastoid, marked general prostration.
He was admitted for operation on the following day, with the following status: •Temperature, 99.4 0 F.; pulse, 100; respiration, 26. Urine contained sugar, acetone, diacetic acid, albumin and casts. General condition poor.
Operation under local anesthesia was, therefore, deemed advisable. A hypodermic of morphin, one-fourth grain. was given half an hour before the operation.
N ovocain, one-half per cent, was used intra-and hypodermatically, also hypoperiosteally, over the mastoid procesã nd the posterior meatal wall of the external auditory canal. N ovocain ten per cent was swabbed occasionally in the wound whenever there was evidence of slight pain. Pradically no pain was produced except at the end of the operation, on biting off with a rongeur a rough edge of bone near the surface on the posterior edge, when a severe twinge occurred.
A very large mastoid was found filled with pus, and the dividing walls of the cells were partly necrosed. On culture the offending organism, taken from the mastoid wound at the time of the operation, was found to be the streptococcus hemolyticus.
The patient seemed to be none the worse after the operation, yet in three hours his temperature rose from 100°to 104°F., and remained around that point for about seventytwo hours.
During that period of seventy-two hours the following conditions prevailed: The urine contained sugar 3.3 to 3.5 per tent; acetone and diacetic acid were present; albumin .2 grains per liter; hylin and fine granular casts; some pus cells. Severe cephalalgia, especially in the vertex; at times a severely burning sensation there. Morphin occasionally and ice bag continuously were used for its relief. Very little nourishment taken.
The wound was rather loosely packed with iodoform gauze, so that there was considerable oozing of blood during the first forty-eight hours.
There was considerable cellulitis and tenderness below the mastoid at the end of this period.
The dressing was removed, the wound packed with sterile gauze, and a continuously wet dressing applied at noon April 27th-i. e., a day and a half after the operation.
No symptoms referable to the thoracic or abdominal organs were elicited by repeated examinations, except the urine findings.
There was no cough, no thoracic pain, no alteration of the pulse or respiration ratio.
Blood culture, taken on the 27th, was negative after thirtysix and ninety-six hours. (Dwyer.)
Leucocyte and differential count on the 27th was as follows: Leucocytes, 16,000; large mononuclear lymphocytes, three per cent; small mononuclear lymphocytes, 10 per cent; polynuclear neutrophiles, 87 per cent.
On the evening of the 28th, seventy-two hours after the operation, the temperature started to fall by lysis; the sugar, acetone and diacetic acid disappeared from the urine on the following day, and the patient gradually returned to a normal condition.
He left the hospital on the fourteenth day with a normal temperature. He returned every other day for change of dressings.
The mastoid wound healed very slowly. Near the tip the wound closed and opened many times for about six months.
Since leaving the hospital the urine has been examined periodically, and only twice at long intervals has there been a very slight trace of sugar.
The puzzling feature of this case is the postoperative temperature. Aside from the temperature curve there were no symptoms of pneumonia. Unfortunately, the X-ray was not being used at that time to demonstrate hidden pneumonias.
Absorption of fibrin and other ferments from a wound some-URINALYSES.
April 27th times causes a high temperature, but the temperature in this instance continued after the disappearance of the hemorrhagic discharge.
The cellulitis in the neck would hardly produce such an even temperature curve.
The disappearance of the sugar at the moment of the lysis of the temperature curve was also interesting; whether this was due to the starvation of the first day or two, followed by a diabetic regime, or directly to the disappearance of the cause of the sugar excretion, it is difficult to say.
The sugar excretion in diabetics is liable to be increased by anxiety or shock, and it is to be noted that this patient has a very neurotic diathesis.
This may, therefore, explain the glycosuria at the time of this illness.
The examinations on May 3rd, 4th, 7th and 9th were about the same as those of May 2nd, except that the amount of urine excreted steadily increased.
There was no discussion of the case, but Dr. Hubby e)(pressed his regret that he had not taken an X-ray of the chest in order to absolutely rule out pneumonia. Excepting the temperature curve, there was no symptom of pneumonia. 
DISCUSSION.
DR. GRAEF said that it was an exceedingly interesting case. He had seen something like it on the lobule of the ear, from wearing ear rings. Some years ago, in London, he saw some interesting keloids in the clinic of Jonathan Hutchinson, who said they often came from flogging in the old days, and showed two cases. It would seem that these patients have a peculiar excitability of the skin, as there is nothing malignant about the growths. Perhaps Dr. Ryerson could make an experimental cut or two somewhere on the body and see if keloid scars developed, or if, perhaps, the long continued suppuration was a factor in this particular location.
DR. HUBBY said that three years ago he had presented a case of keloid of the auricle which had been removed twice and recurred. He removed it on the second occasion, and then, as it began to recur, turned the patient over to Dr. Law, who treated it with the X-ray for six months and stopped the growth. Dr Hubby said he did not remember how often the treatment was administered, nor the dosage, but the condition had not recurred. He had seen the patient about two months ago.
DR. LESHURE said that he had had a case something like this one, occurring in a mastoid wound; it was like this one in that it followed a long continued suppuration. He asked if Dr. Ryerson had tried the high frequency current; that is sometimes beneficial.
DR. PAULE BECHET said that the cause of keloid was not known, and that while spontaneous keloid arising from an absolutely unbroken surface was mentioned in textbooks, it was his opinion that it invariably followed some break of the skin surface, no matter how slight. He had frequently seen keloid follow the attempts of patients to express comedones on the chest. The lesion in Dr. Ryerson's case was typical keloid, and bore no clinical resemblance whatever to sarcoma. It might be of interest to mention that the main point of differentiation between keloid and hypertrophic scar was that the former always extended beyond the limits of the original trauma. The treatment of this condition was disappointing; of all the therapeutic agents, the X-ray gave the best results. It should, however, be given in measured doses and pushed to the point of erythema. The massive dose method was particularly applicable. The old-fashioned fractional dose method with unmeasured rays was practically useless. With X-ray treatment the tumor flattened, lost its hardness, and in favorable cases disappeared, leaving a soft, smooth scar, but unfortunately was frequently complicated with telangiectasia, a condition which frequently follows the use of the X-rays. Internal treatment with arsenic, etc., was useless. Fibrolysin had been tried, and had not given any remarkable results. A ten per cent solution of thiosinamin, in equal parts of glycerin and water, or in alcohol, of which ten to twenty minims are injected into the growth, has, according to the reports, given excellent results. Excision is not advisable, as recurrence almost invariably takes place. Where the growth has been very small, electrolysis has been very successful.
DR. RYERSON, closing the discussion, said that as yet no histologic examination had been made, but he would have this done later on. He wished the section to see the patient before anything was attempted for his relie±. The man had a number of scars on his fingers, but none on his body. The high frequency current has not been applied.
Dr. Ryerson said Dr. Bechet seemed to think he had the idea that ke10ids could occur spontaneously, but he had not meant to convey that impression. It may have its origin from a scratch which has been forgotten. J...
Report of a Case of Mastoiditis Complicated by Suppurative
Arthritis of the Shoulder. No Sinus Involvement.
DR. JAMES P. ERSKINE (by invitation) said that the main points in the history were the development of a mastoiditis following influenza. The patient had been confined to bed for a week, and then after having had earache for a day and a half he examined the ear and found a bulging drum with a hemorrhagic bullee on the membrane. The drum was incised and drained. He saw the patient at the end of a week, and he seemed to be better for five days, and then for two days again suffered with earache. His physician said his characteristic pulse was 64. Five days after the incision he had more pain, enough to keep him awake at night, and he was not a man who was given to make undue complaint. A culture showed streptococcus brevis. There was then some tenderness over the mastoid, so it was recommended that the mastoid be opened. The temperature at that time was 100 0 F.; it did not go above 101 0 F. The family hesitated for three days about having the operation performed; but finally, ten days after the earache, the mastoid was opened. On that afternoon there was a sudden rise of temperature to 103 0 F.; previous to that it had not been above 101 0 F. There was nothing unusual about the mastoid operation. The mastoid was large. The man was large, was over six feet tall, and weighed one hundred and forty-seven pounds. He was below par; an intimate friend said that he had been drinking a good deal and eating very little. There was free pus. The cells were extensive. The dura was exposed for a small area-about one by onehalf centimeter. On coming out of the anesthetic the man complained of pain in the shoulder of the opposite side. Dr. Erskine said that he had followed the man down to th~ward from the operating room, and was confident that there was no roughness in handling him; but he declared that his shoulder felt as if it were dislocated. There was tenderness over the front of the shoulder, and the movements were painful. The next day it showed redness, and three days later, when the joint was opened, the arm was very much swollen. The chief swelling was in front. The temperature was 102°to 103°F.; the man had profuse perspiration, but no chins, and no drop in the temperature. He had a practically uniform temperature, and was very, very ill. He was very uncomfortable, and was obliged to lie on his back, the slightest movement of the arm causing exquisite pain.
Dr. Erskine said that his first thought was that the condition of the shoulder was a secondary metastasis from a sinus thrombosis. The blood culture was negative. The headache and other symptoms disappeared after the operation.
He then thought of meningitis, but the spinal fluid was clear and negative. The leucocyte count was 23,900, and 83 per cent polynuclear count. It was then thought that there was not a new focus-the temperature being the same as before operation -and that the joint was the chief condition. A general surgeon opened the joint and found three ounces of serous pus. The culture from the mastoid showed streptococcus, and the culture from the pus in the shoulder also showed streptococcus, and was said to be similar to that from the mastoid; also the pus taken from the ear before the mastoid showed streptococcus.
Immediately after the incision of the shoulder joint the temperature went down. Two days later an inflammation like erysipelas developed, but the temperature was dropping. Dr. Erskine said he would be glad to know if the members thought this was an erysipelas; he did not investigate it at the time, for he feared the patient might be put out of the hospital, but the surgeon agreed that it was erysipeloid in character.
The patient's subsequent course was uneventful, and he recovered. The drum discharged for six weeks.
Dr. Erskine said that this case kept him on the anxious seat for three days. It was evident that there was a suppurative arthritis of the shoulder. The question was whether the patient should be given the benefit of early operative treatment for a possible 'sinus thrombosis. As he· was so ill, it seemed better to drain the shoulder first. As the temperature dropped there could not have been any sinus thrombosis.
DR. GRAEF did not think the ear had anything to do with the shoulder condition. There were two independent infections. He had only that day seen a boy of fifteen years, who had been operated upon on December 15th for a submucous resection, and who three days later developed a septic arthritis of the knee joint. The joint was opened and treated, and the boy will have a stiff joint the rest of his life. That submucous operation was done in a well-known hospital, and no doubt carefully. 1£ sepsis could thus invade the knee joint, why not the shoulder, as in Dr. Erskine~s case? Both the mastoid invasion and that of the shoulder joint might have been traced to an infective focus in the throat, teeth, or nose, both occurring at the same time.
DR. OPDYKE told of the case of a boy with a mastoid in the right ear and arthritis in the elbow, knee and ankle joint; a year later he had a mastoid on the other side, and had the same involvement of the other ankle, knee and opposite elbow. It was a simple mastoid, and there were no signs of lateral thrombosis at either operation, but he had a long convalescence. The ankle, knee and elbow were not opened in either instance, although they were involved for a long time. 
DISCUSSION.
DR. CHAMBERS said that he did not clearly understand what the operation was and wherein it differed from any other mastoid operation, except in omitting to remove the incus and malleus, diseased or healthy.
DR. YATES said that on Randall's Island tr.ey had been trying to solve pretty nearly the same problem in children under fifteen years of age. This problem was to clear up the ears with as little after-treatment as possible and still preserve useful hearing. They had tried every operative procedure that had been suggested and some that had not. The difficulty with modifi~d radical operations had always been that after bony *See page 908. dissection had been carried down to the tympanum, the ossicles were found to be embedded in a mass of granulations or swollen mucous membrane, so that it was impossible to determine the condition of the conductive auditory apparatus. Therefore, they were often impelled to finish an operation, planned on conservative lines, as a complete radical, rather than leave an undetermined pathologic condition behind.
So far as functional results were concerned, he was inclined to think that the radical, with skin grafting, gave as good result's as anything that had. been done. The Heath operation had been tried out, with flap cutting and without. Simple mastoid exenteration, combined with ossiculectomy or the Yankauer procedure had also been employed in appropriate cases with very satisfactory results. But there were many cases which must be classed simply as chronic suppurative mastoiditis. These drain through the middle ear without doing much damage to the latter, and if the focus in the mastoid. was removed by a simple mastoid operation, taking care to remove all diseased bone in the region of the aditus, prompt healing with excellent function would result. Flushing out the tympanic cavity at the end of the operation seems to hasten recovery in such cases.
Dr.
Yates also asked what proportion of perforations of the drum membrane healed after Dr. Blackwell's operation.
DR. GUENTZER said that Dr. Blackwell had not stated how he discriminates; it would seem that he selects those cases with a drum membrane, with a perforation. Bearing that in mind, it might not be fair to compare the results with the radical operation, as it is usually understood'; and the hearing might be expected to be better than after a radical operation.
He would like to know whether Dr. Blackwell performed this operation on the ordinary cases where the ossicles were destroyed by necrosis.
DR. BRAUN asked Dr. Blackwell whether he performed his operation in cases with cholesteatoma, and in how large a proportion of cases, he succeeded in getting a dry ear.
DR. HAYS said that most of the men' had gotten away from the old idea that it is necessary to do a complete radical operation in every instance, and most men employ some more conservative method in many cases. In many instances he is him-self satisfied with cleaning out the attic and antrum, and disturbs the middle ear as little as possible, and makes no flap at all-simply making a communication between the antrum and mastoid and middle ear.
Two months ago he did an operation on a girl who had had a discharging ear for six years. The girl's ear healed completely after taking down the posterior wall, and the hearing had considerably improved. In this case the dura and antrum, and the sinus and the middle ear were all within an area of a cubic centimeter, and it was very difficult to work upon, so it was thought best to do as little as possible, and allow the ear to heal up. In a number of such cases one can be quite conservative and yet get good results with chronic discharging ears.
DR. MCCULLAGH, referring to the Heath operation, said that if his memory served him, he had read a final report made by two Boston men on one case operated upon by Mr. Heath by his method and the end results were practically all unfavorable. In many of them it was necessary to do a secondary radical operation. As he understood Dr. Blackwell's method, it was very nearly akin to the Heath method, and the main objection to it was that it would not be applicable to many cases in which the radical operation is called for, in that it does not give an exposure of the middle ear.
He further said that in the cases in which he felt a radical operation was necessary, it was seldom that the incus was present. In a great percentage of cases needing operation, both the incus and the malleus are necrotic if present, and there is necrosis in the middle ear in regions which cannot be exposed by the precedure described. It seemed that most of Dr. Blackwell's cases were recent cases. It is well known that there are types of chronic discharging ear in which bone changes do not take place; these cases seem to be favorable ones for the Yankauer operation, which is even more simple than the one which Dr. Blackwell advocates. It would be interesting to know how Dr. Blackwell determines in what cases it is safe to leave the ossic1es in place, and how he is sure that he has removed all necrosed bone.
DR. BLACKWELL, closing the discussion, said that only one of the cases operated upon had cholesteatoma. In that instance the patient was a boy who had had a discharging sinus for two years, and there was considerable cheesy material in the ear. His ear has not been dry for three years.
So far as acute symptoms are concerned in the cases that had running ear for six months, there were no acute symptoms present, but the patients had headaches and dizziness. The big stout woman had had headache every day for six months, and was very dizzy; she was seen by a number of men in the clinic, and a radical operation was advised.
As far as the drum was concerned, he had found that where the drum was practically gone there was no use in attempting to save any remnant. He had performed this operation on a young girl with a double condition, and she can hear the acumeter at twenty feet in the ear that has scarcely any drum at all; so it would appear that even in such cases there is apparently some advantage in leaving the remnant of the drum in position and not cleaning out the middle ear.
The trouble he has had in the cases in the after-treatment was that the granulations have a tendency to reform and accumulate in the upper attic, where a thick plug would develop. In his opinion the best way to treat such cases was to pack the attic very tightly until the secondary drum membrane forms.
There was no fixed rule in selecting or treating these cases. The only attempt was to select such patients in the clinic as showed a certain amount of intelligence and responded to the qualitative tests for hearing. DR. L. M. HUBBY presented a specimen of Sequestrum of the Labyrinth.* DISCUSSION. DR. GUTTMAN asked how soon the compensation took place. DR. HUBBY, closing the discussion, said that the patient was seen only a few times except when in the hospital. As he had stated, the process was a slow one, and the compensation proceeded step by step with the slow destruction of the parts of the vestibular nerve.
'" See page 980.
